Abstract. Fascioliasis is a zoonotic infestation caused by the trematode fasciola hepatica. It presents a wide spectrum of clinical pictures ranging from fever and eosinophilia to ambiguous gastrointestinal symptoms in the acute phase. However, it may often be overlooked, especially in the acute phase, because of uncertain symptoms. Fasciola hepatica can have an initial presentation similar to the presentation of malignancy. Here, we report a case of a hepatic mass caused by fasciola hepatica.
INTRODUCTION
Fasciola hepatica, a parasitic flatworm of the class Trematoda, Phylum Platyhelminthes that infects the livers of various mammals, including humans, is exceptionally rare in the United States. However, it is commonly observed in developing countries. The incidence has been increasing since the year 1980. Food-borne trematodiases are a group of neglected tropical diseases. 1 The parasite has a complex lifecycle that includes a hepatic phase as well as a biliary phase. In the hepatic phase, the parasite is reported to remain within the liver for 6-9 weeks. 2 The triad of fever, right upper quadrant pain, and absolute peripheral blood eosinophilia should raise suspicion of hepatic fascioliasis. 3 Here, we present a case of a hepatic mass caused by fasciola hepatica that was initially thought to be a hepatic malignancy.
CASE REPORT
A 48-year-old woman was investigated for abdominal discomfort. The patient with no previous symptoms presented with back pain and abdominal distension. The patient's symptoms had been continuously increasing for the past 5 years. The patient had lost 12 pounds in the past 6 months. The patient also had concurrent nausea and lack of appetite. The patient was first admitted to another hospital, where an ultrasonography (USG) and an abdominal computed tomography (CT) were performed. The USG showed a 38 + 29-mm mass. The CT imaging confirmed this finding by revealing a 3 + 4-cm hypodense lesion in the left lobe of the liver. Also, at the hilus of the liver, a 31-mm lymph node was identified. The imaging studies were repeated after presentation to our institution. The initial pre-treatment CT imaging revealed a 7 + 5.5-cm hypodense solid mass present in the liver segments 2-3 and 4. The mass also was found to cause biliary distension in the left lobe. Furthermore, lymphadenopathy was identified, with the largest lymph node being 2.7 cm in diameter in the portacaval region ( Figure 1A) . A complete blood count was performed that revealed eosinophilia (2,900/mm 3 , N: 0-400/mm 3 , 36% of leukocytes), which led to the suspicion of a parasitic infection. To establish a definite diagnosis, a biopsy was performed. In the pathological examination, partially granulamatous lesions that consisted entirely of eosinophils and very few mononuclear cells were identified. In the parenchyme, concentric parasitelike structures were observed (Figure 2) . With a differential diagnosis of fasciola hepatica, serology using Falcon screening test enzyme-linked immunosorbent assay (FAST-ELISA) was performed that established the final diagnosis. Antiparasitic therapy using triclabendazole was initiated. The patient was then discharged and asked to return 3 months later for followup. A follow-up CT scan was performed that showed regression of both the mass and the lymphadenopathy ( Figure 1B ).
DISCUSSION
Fascioliasis is uncommon in developed countries but more commonly seen in developing countries. The identification of fasciola hepatica eggs in the stool is a standard method for the diagnosis of fascioliasis. The parasites do not pass eggs in the acute stage of the disease before they become adults, although the symptoms of the disease are the most severe at this time. Additionally, parasite eggs may not be detected when the parasite lays eggs in intervals, which was observed in cases of chronic fascioliasis, when the parasite has an ectopic location. 4 Humans are infected by eating water plants. Fascioliasis may cause a wide variety of clinical signs ranging from asymptomatic infection to severe liver cirrhosis. Fasciola hepatica has two phases: the acute (hepatic) and chronic (biliary) phases. Nausea, fever, right hypochondrium pain, hepatomegali, and hypereosinophilia with or without urticaria are seen in the acute phase. 5 However, in the chronic phase, worms or eggs may obstruct the extrahepatic biliary ducts, causing symptoms of biliary tree obstruction. Also, invasion of the gallbladder may cause colelithiasis-like symptoms. In the majority of cases, diagnosis of infection as the acute or chronic phase is difficult, because the symptoms of both phases overlap. In non-endemic areas, diagnosis of fascioliasis can be difficult and usually is delayed, because the disease is not often encountered; also, the symptoms may be confused with other hepatic or biliary disorders. 6 Extrahepatopancreatobiliary sites of infection can also occur. Many cases of ectopic fascioliasis have been reported in the literature. There are reported cases of invasion of the heart, brain, lungs, skin, eye, stomach, and intestinal wall and presentation as visceral larva migrans. 7 Serologic tests that are essential for diagnosing acute fascioliasis include FAST-ELISA, indirect hemagglutination, complement fixation, indirect immunofluorescence (IIF), counterelectrophoresis, and double diffusion. However, despite the fact that these tests are quite sensitive, they may cross-react with other parasitic infections, such as echinococcus, which is relatively common in Turkey. 8 Immunoserological tests are valuable in the early hepatic stage, but ELISA testing is more *Address correspondence to Bü lent Yılmaz, Department of Gastroenterology, Hacettepe University School of Medicine, 06100 Ankara, Turkey. E-mail: bulent.yilmaz@hacettepe.edu.tr rapid and reliable. 9 Successful treatment correlates with a decline in ELISA titers, with antibodies detectable for years after infection. FAST-ELISA has a sensitivity rate of 95%, although the exact specificity has not been determined. 10, 11 Triclabendazole has been shown to be very effective against fasciola hepatica infections. The drug is administered at a dose of 10 mg/kg for 1 or 2 days, and it is well-tolerated. We followed a similar treatment protocol. 12 While evaluating patients with liver masses with concurrent hypereosinophilia, it is important include parasitic infections in the differential diagnosis, especially in patients residing in or coming from developing nations. Our patient was initially considered to be a case of primary or secondary hepatic malignancy. However, serological studies performed after the pathological examination revealed a parasitic infection. Triclabendazole was administered, which resulted in a complete regression of the radiologically identified mass. 
